A 56-year-old woman presented with a nine-month history of lassitude, weight loss, an unproductive cough and increasing breathlessness. There was no complaint ofchest pain or haemoptysis and she had never smoked. Examination revealed signs of a massive right pleural effusion, confirmed on chest X-ray (figure 1) , and a large pelvic mass. There was no clinically detectable ascites, hepatosplenomegaly or lymphadenopathy. Full blood count, erythrocyte sedimentation rate, urea and electrolytes, liver function tests and blood calcium were all normal.
Approximately four litres of yellow fluid were removed by pleural drainage and multiple pleural biopsies were obtained. At laparotomy, a large mass was discovered in the right ovary (figure 2). The uterus contained multiple fibromyomata but no peritoneal nodules were present and there was no ascites. We know of only one other case described in the literature in which ascites was not a prominent feature but in which blood-stained bilateral pleural effusions occurred in association with a granulosa-cell tumour and which dissipated spontaneously following its removal.2 As a rule, the pleural effusion resolves in Meigs syndrome and does not recur once the ovarian tumour has been removed.
At no stage during the initial investigations, at surgery or during follow-up, have we identified any evidence of malignancy or other significant pathology. Three years on there has been no recurrence of the pleural effusion and the patient remains in good health. QUESTION 3 In this case a rare and unexpectedly benign condition masqueraded as malignancy. Until proven otherwise, the initial management should be based on the assumption of malignant disease. In the first instance, drainage of the pleural effusion should be performed to provide symptomatic relief and to alleviate respiratory embarrassment prior to laparotomy. Ultrasound examination and/or computed tomography scan of thorax and abdomen might assist by confirming or excluding the presence of additional disease in the underlying lung or in organs below the diaphragm, eg, liver, and by delineating the extent of the ovarian lesion. Serum markers of malignancy might be of value and thoracoscopy would allow direct inspection of the pleural surfaces for deposits.
The effusion is likely to recur with malignant pleural involvement and chemical pleurodesis should be considered. In our case, tetracycline pleurodesis was performed presumptively. Histological examination of the ovarian mass is essential and laparotomy with complete removal of the tumour was carried out. This also A 45-year-old women presented to her general practitioner with abdominal and bilateral loin pain. She had recently developed diarrhoea and on examination was found to have a pelvic mass. Initial investigations with ultrasound and a barium enema were followed by a computed tomography (CT) scan of the abdomen and pelvis. Two 
